For more than two decades the occipital 'sebaceous' cyst has been recognized as a trap for the unwary. 5 Any midline lesion of the scalp should raise suspicion of intracranial extension. Detailed imaging is required, followed by prompt referral for neurosurgical evaluation.
Most ingested foreign bodies pass through the gastrointestinal tract uneventfully. However, sharp objects have the potential to cause intestinal perforation and other severe complications, even death.
CASE HISTORY
A woman aged 57 was admitted as an emergency with colicky left-sided abdominal pain which had been present intermittently for eighteen months. She reported considerable weight loss despite a good appetite with no change in bowel habit. Clinically she was cachectic and pyrexial with no anaemia or jaundice. She had left iliac fossa tenderness with guarding and rebound tenderness, and a large mass was palpable in the left upper quadrant. Blood indices were normal apart from a raised white cell count (20.3610 9 /L), alkaline phosphatase (457 IU/L) and C-reactive protein (145 mg/L). Tumour markers were normal and plain abdominal X-ray was unremarkable. CT scan showed a well circumscribed 5 cm mass in the body of the stomach that enhanced peripherally but not centrally ( Figure 1 ). No metastatic liver lesions or lymph nodes were identified. Upper gastrointestinal endoscopy revealed a small sliding hiatus hernia and a 15 mm chronic gastric ulcer in the antrum with no other mucosal abnormalities. The clinical and radiological diagnosis was a stromal tumour.
At laparotomy the mass appeared to be infiltrating the pancreas, with no intraperitoneal tumour deposits or liver metastases. A partial gastrectomy was performed together with removal of a cuff of tissue where it was infiltrating lesser sac structures. Postoperatively she developed a 9.5 cm pseudocyst that was drained percutaneously, and subsequently a large volume pancreatic leak from the wound with severe skin excoriation. She was discharged home on Creon (pancreatin) for steatorrhoea, after two months in hospital including stays in intensive care and high dependency beds. For eighteen months a small pseudocyst remained but was treated conservatively and eventually settled.
The histopathological diagnosis was an intramural abscess and inflammatory mass with foreign body granulomata surrounding a 4.2 cm cocktail stick ( Figure 2 ). There was no evidence of neoplasia. The patient had no recollection of ever swallowing a cocktail stick. 
COMMENT
Once past the oesophagus, most ingested foreign bodies pass through the gastrointestinal tract without any adverse sequelae. However, long sharp objects have the potential to cause intestinal perforation, abscesses or bleeding and may even result in death. 1 In the present case the composition of the object made it invisible to usual imaging.
There are several published cases of intestinal perforation by sharp ingested objects, which may penetrate into surrounding structures including the vena cava. 2 Perforation may be symptomless and the offending item found on radiological investigation or at laparotomy for other reasons. 3 Reduced palatal sensation from wearing dentures, the consumption of very hot or cold drinks, excess alcohol and rapid eating are all associated with the ingestion of foreign bodies in adults, as is the habitual 'chewing' of toothpicks. 2 Endoscopic management is preferable to laparotomy if the diagnosis is made at the time of ingestion and should be performed early to prevent perforation or bleeding. Delay in diagnosis may result in an inflammatory mass or diffuse peritonitis. 4 In old age, development of a foreign accent can represent regression to an earlier mode of speech. In a younger person, the cause is more complex.
CASE HISTORY
A woman of 39 was referred with sudden onset of dense right hemiparesis, right facial weakness, dysphasia, dysphagia and dysarthria. CT of the brain showed an infarct in the area of the left internal capsule. She had a history of biatrial cardiomyopathy, persistent left atrial thrombus and paroxysmal atrial fibrillation/flutter, and the stroke had occurred despite adequate anticoagulation with warfarin. Carotid dopplers and thrombophilia screen were normal.
Speech and language therapy concentrated on communication, since her dysphagia resolved spontaneously. After two weeks of intensive therapy she regained some fluidity of speech with minimal dysarthria, although she still experienced frustration with word-finding. In the third week her speech improved quickly. During routine questioning a distinct change in accent was noted. This was particularly apparent during protracted answers: she sounded like a French person speaking English. All the listeners who characterized her accent as French-sounding were Irish nationals with English as their first language. She had never resided outside Ireland and English was her native language. She was fully aware of her speech production difficulties. Her spontaneous speech was characterized by altered rhythm, stress patterns and prosodic features considered atypical for her accent. An equalization of stress across her sentences created an impression of syllable-timed speech. This explains why listeners perceived her accent as French. There was no evidence of reduced articulatory agility: rather, she was making adaptations/alterations to her native phonological system. Foreign accent syndrome (FAS) was therefore diagnosed. Her accent became more pronounced as the
